The skin of the eyelids is particularly vulnerable to eczema and dermatitis for a combination of reasons which do not apply to any other part of the skin surface. The eyelid epidermis is very thin so that it may react to primary irritants and to sensitizing agents when other parts of the skin would be resistant. The eyelids are exposed more than most parts of the skin to irritant vapours and also to substances
It is therefore common to find that the eyelids are involved in many different varieties of dermatoses, and frequently symptoms referable to the lids are the patient's first and most prominent complaintsalthough well-marked signs of disease may be present elsewhere. As examples, at this stage, one may quote minimal dermatitis of the hands with quite severe dermatitis of the lids as seen in epoxy resin sensitivity, &c., secondary eczema of the eyelids with varicose ulcer or eczema, and distressing seborrhceic blepharitis with associated seborrheeic dermatitis of the ears, body folds, scalp, &c. Accurate diagnosis of eyelid dermatitis is therefore not possible without full history taking and examination of the skin elsewhere.
A simple classification of dermatitis of the eyelids would be the following: (1) Contact dermatitis: (a) Primary irritants, (b) sensitizers. (2) Atopic dermatitis. (3) Secondary eczema. (4) Seborrhoeic dermatitis. (5) Neurodermatitis.
Contact Dermatitis
This condition is becoming more common because of the increased use of chemicals which are sensitizing and irritating agents. It is particularly seen in women because of the use of cosmetics. For example, in a series of 96 cases of dermatitis of the eyelids described by Kaalund-J0rgensen (1951) there were 84 women to 12 men. Of the 12 men 3 were considered to have seborrhceic dermatitis and the others were grouped as occupational in 2, sensitivity to plants in 3 and various single causes for the remaining 4. In the group of 84 women there were 8 cases of sebor-rh4eic dermatitis and it proved possible to identify the cause in 54 of the remainder. A quite remarkable number of different irritant and sensitizing agents were involved in these 54 cases. It is the very fact that there are so many different causes of contact dermatitis of the lids which makes accurate diagnosis so difficult.
The largest single group, if one omits those causes which commonly produce maximal effect on areas other than the lids, must be the group of cosmetics but, bearing in mind the vast quantities of cosmetic preparations which are used daily, one must admit that cosmetic dermatitis is relatively uncommon. Of the cosmetics which cause lid dermatitis, nail varnish and hair dyes are the most important (Cronin 1967) . It is particularly important to remember nail varnish since the fingers are usually quite normal and it should be appreciated that mild degrees of sensitivity to hair dye may initially involve the lids only. Perfumes may produce dermatitis limited to the eyelids if applied there in a cream. Eye liner, eye shadow, mascara and eyelash curlers are uncommon causes. Sensitivity to lanolin also occurs and since lanolin is used in so many cosmetic creams and is a weak sensitizer it may be difficult to establish that lanolin is to blame (Cronin 1966) . In the least pronounced cases redness and dry scaling occur on the medial aspects of the upp_r eyelids, usually on both sides. In more pronounced cases dermatitis is more extensive, affecting both upper and lower eyelids, and is then associated with dermatitis on areas such as the sides of the neck, the ears and the face. CEdema of the lids may be marked, but vesiculation is unusual (Kaalund-J0rgensen 1951) .
The next most important group is that of the potted plants of which primulas and chrysanthemums are the most important. Other less frequent causes include dermatitis from 'strike anywhere' matches (the sensitizing substance being phosphorus sesquisulphide). This, of course, is not necessarily limited to the eyelids since there may be contact dermatitis under the trouser pocket, on the hand or in the ear, as well as periorbital or facial eczema (Ive 1967) . Trichlorethylene and formalinwhich are irritants as well as sensitizersnickel and the epoxy resins commonly sensitize other areas as well as the eyelids but minimal dermatitis on the areas of primary contact with severe dermatitis of the eyelids is frequently seen. One is uncertain whether the nickel is carried to the lids by contaminated fingers or whether dermatitis here is an example of so-called secondary eczema. Perhaps the former explanation is more often correct. The epoxy resins vaporize readily and it seems more likely that eyelid dermatitis in these cases is the result of direct contact. Other chemicals which act as primary irritants include turpentine, floor varnish, printer's ink, &c. Spectacle frames, although sometimes responsible for contact dermatitis, do not produce dermatitis limited to the lids.
Finally there is the rather obvious group consisting of drugs applied to the eyes and eyelids with resulting sensitivity: these include atropine, neomycin, acriflavine, penicillin, mercury and sulphonamides.
This list is not meant to be exhaustive and most dermatologists could add various other causes which they have seen from time to time.
In identifying the cause of contact dermatitis of the lids one is immediately up against the practical difficulty that the areas commonly used for patch testing tend to be more resistant than the eyelids themselves so that weak irritants and sensitizers may well produce 'false negative' reactions on the arm or back. To get over this practical difficulty one can apply the substance which is suspect to the very thin skin under the ear lobe and note if a reaction is produced there, or advise the patient to omit all those things which are suspect and then reintroduce them one at a time (Fisher 1967) .
A topic Dermatitis Atopic dermatitis probably never affects the eyelids exclusively but since the eyelids may be involved severely and yet the limb flexures minimally, it is conceivable that one could get this presentation. It is highly characteristic for patients with atopic dermatitis and lichenification of the limb folds to have such considerable trouble on the lids that the hairs of the eyebrows are 'rubbed away' by repeated scratching. There is, however, seldom any difficulty in diagnosis since the history indicates a prolonged course, there is involvement of other areas, and other components of the syndrome of atopy will be noted.
Secondary Eczema
The most important cause of secondary eczema of the lids is varicose ulceration or dermatitis. Occasionally patients present with the complaint of swelling and irritation of the eyelids although a varicose ulcer or an area of eczema may have been present on the leg for some time. More often the secondary eyelid eczema is associated with a flare-up of the leg conditionthe latter often due to complicating bacterial infection or a reaction to some local application. The lids are, of course, not the only areas which may be involved and commonly the forearms and hands will show secondary eczema. The mechanism is not known.
Seborrhacic Dermatitis
This is a disease with an unfortunate name, not well classified, the atiology of which is unknown; yet to practising dermatologists the condition represents an entity affecting the hairy parts and the folds of the skin so that the eyelids are commonly involved. Other characteristics of this condition include extreme sensitivity of the skin to irritants, particularly alkalis which include soaps, and to infection, both bacterial and candidal. On the academic side it is known that the pH of the skin surface tends to be on the alkaline side of normal in patients with the seborrhoeic diathesis. It is likely that this explains the proneness to infection as well as the dislike of alkaline preparations which irritate the skin. The full picture of seborrhceic dermatitis is a striking one with involvement of the scalp, eyebrows, eyelids, sides of the nose, retro-auricular folds, neck, axillk, groins, front of the chest, &c., but any one of these areas may be involved exclusively. If, however, an area is represented on both sides of the body, for example, retro-auricular folds, sides of the nose and eyelids, then both sides will be equally affected. In the adult, when the condition is often chronic, it frequently happens that one part of the body is involved exclusively for months or years and only much later may other areas become affected. A patient can have intertrigo of the groins, perianal area, &c., and perhaps be most uncomfortable with this, but when retro-auricular eczema, so-called otitis externa or blepharitis develops this is not associated in the patient's mind with the original complaints. Seborrhoeic blepharitis is recognized by its symmetry and by the fact that it is essentially a folliculitis involving the eyelashes. The edges of the lids are erythematous and granular, and yellowish pink fine scales are present. The conjunctivae may be injected. Because of proneness to infection, styes, conjunctivitis and mar-'ginal corneal ulceration (Borrie 1953 ) are often associated. There may also be scaling of the eyebrow areas with erythema just below. When presented with this picture alone, the diagnosis has to be confirmed by exclusion of such other conditions as contact and atopic dermatitis. Of course, in most patients an examination of the scalp, ears and body folds will reveal signs of seborrhoeic dermatitis. Unfortunately the condition is characterized by being easily irritated so that it is common to find a patient with mild seborrhoeic dermatitis of the lids aggravated by such primary irritants as may be met at work or from the use of cosmetics.
Under the term 'seborrheeic dermatitis' dermatologists nowadays include seborrhceic blepharitis, otitis externa, pityriasis capitis, various forms of intertrigo, sycosis barbs, &c. believing that these are only various manifestations of the same condition but recognizing that they may occur independently (Readett 1966) .
Neurodermatitis I mention this only for the sake of completeness. It may begin as an entirely emotional condition, the patient rubbing and scratching the eyelid areas and producing a frictional dermatitis as a result of a background of emotional troubles and worry. Alternatively, habit scratching may set in as a result of any of the other conditions which can cause dermatitis of the lids. Once again, therefore, in practice there is the difficulty of deciding-whether a condition is primary or secondary and the routine use of steroid preparations in treatment without accurate diagnosis is, as always, to be discouraged. I hope I have indicated that, for various reasons, dermatitis of the lids may present great difficulties in accurate diagnosis. I have no doubt that the most important aid which we have is the simple oneapplicable to much of dermatologyof a careful examination of the whole body.
Genetic Implications of Oculocutaneous Disorders
by Barrie Jay MD FRCS (Genetic Clinic, Moo rfields Eye Hospital, London)
Certain of the genodermatoses consist of a number of genotypes which can be separated by the combined efforts of dermatologist and ophthalmologist. Until this separation is effected, the basic mechanism at fault will not be understood and a logical approach to their prevention or treatment will not be possible.
Until recently cases of ichthyosis were described according to their clinical appearance and these numerous descriptive terms were not amenable to subdivision. With the increasing interest in clinical genetics, and with the knowledge that most cases of ichthyosis are familial, it has been possible to produce a genetic classification of this disorder (Table 1 ). The ocular manifestations of ichthyosis have been described elsewhere (Jay et al. 1968). Ectropion occurs only in the autosomal recessive ichthyosiform erythrodermia, while the characterristic deep corneal changes occur in half the cases of sex-linked ichthyosis and in the occasional case 
